Internalization and externalization of negative symptomology associated with witnessing community violence can manifest in a number of disorders in children. Of those disorders diagnosed in childhood, research has shown that conduct disorder, social anxiety disorder, post-traumatic stress disorder, oppositional defiant disorder, intermittent explosive disorder, and disruptive mood dysregulation have a potential link to witnessing violence. Internalization symptoms can manifest as depressive mood, low self-esteem, and deficits in social interaction, poor interpersonal relationships, behavioral difficulties, and an overall poor adjustment. Externalization symptoms typically manifest in outwardly aggressive behaviors like physical and verbal violence, destruction of property, self-harm or self-destructive behaviors, tantrums, and antisocial tendencies. This review seeks to investigate the relation between attachment styles and the internalization and externalization of symptoms associated with witnessing community violence among African American youths who live in a lower income urban portion of the inner city. This study seeks to answer the following questions: What is the relationship between school, gender, and age of the participant and the expression of symptomology, what is the relationship between attachment style and symptomology, does violence severity moderate the relationship between witnessing community violence and symptomology, does attachment style moderate the relationship between witnessing violence and symptomology, and does attachment style moderate the relationship between violence severity and symptomology?
Introduction
Witnessing violence, in any form, is highly correlated with internalization and externalization of negative symptomology (Lynch, 2003) . This can be particularly problematic in children, as it increases the likelihood for experiencing impairments of cognitive, physical, social, and emotional development. Community violence has traditionally been described as any form of violence seen in the individual's mesosphere which typically includes one's residential neighborhood (Aisenberg & Ell, 2005) . In South East Washington DC, for example, there are 165 schools in which 72% of the fifth and sixth graders and 61% of the first and second graders said that they have directly witnessed one or more acts of community violence. A study in 1991 found that a sample of 1000 African American children studied reported directly witnessing a robbery, shooting, stabbing, or murder in their neighborhood (Children Witness to Violence Project, 1992).
Attachment Style as a Moderator
Bowlby's Attachment Theory describes how a child can develop one of four attachment styles. The style of each child begins to form at birth and is considered to be fully formed by two years old (Capuzzi, Stauffer, & O'Neil, 2016) . The attachment styles seen most often in trauma victims are Anxious-avoidant insecure, anxious-resistant insecure, and disorganized/ disoriented. In children who are anxious avoidant insecurely attached there is a lack of trust in their primary care provider. The child becomes outwardly indifferent to their caregiver's attendance but will be internally anxious. Developmental complications associated with this attachment style are an inability to communicate emotionally, impaired interpersonal functioning, and a lack of confidence to explore one's environment (Capuzzi, Stauffer, & O'Neil, 2016) . In children who are anxious-resistant insecurely attached (also referred to as ambivalent), we see a confused emotional reaction of anger and helplessness towards their primary caregiver. Again, these children will react indifferently to the presence of their caregiver but will feel insecure. This attachment style is usually the result of summation of experiences in which the child has learned that they are unable to depend on their primary caregiver for their emotional needs due to the caregiver's inconsistency, lack of appropriate response, or outright neglect. In children with disorganized/disoriented attachment style, we say the most extreme emotional reactions to caregivers in which the child may appear to be in emotional distress. These children have developed this attachment style due to their caregiver's emotional state ranging from varying emotional extremes (depression, rage, strict, passive) resulting in the child potentially being fearful of them (Capuzzi, Stauffer, & O'Neil, 2016) .
The outcome of the various negative attachment styles alone has the potential to negatively affect the child, and when the effect of a traumatic event is added, that potential becomes exacerbated. However, research shows that only a small portion of those who witness community violence will exhibit symptomology like the disorders discussed here and an even smaller amount of children will exhibit B. Boxley externalized symptoms. So where does the disparity in numbers lie?
Research shows that familial support and parental involvement help to buffer against the negative effects of witnessing community violence such as the internalization of symptoms (Hardaway, Sterret-Hong, Larkby, & Cornelius, 2016) .
When the mother or family of the child experiences significant distress, the child who is exposed to significant community violence seems to not be as resilient as children who are in families that aren't stressed (Lynch, 2003) . When examining what we know of effects caregivers emotional state on the attachment style of children, one might begin to see how attachment would be an important characteristic in determining the etiology of internalization and externalization of symptoms in children.
Disorders Related to Community Violence
One might say that internalized symptoms are inward emotional experiences.
The manifestation of each group is defined as an inward or outward display of behavior. Internalization symptoms can manifest as depressive mood, low self-esteem, and deficits in social interaction, poor interpersonal relationships, behavioral difficulties, and an overall poor adjustment. Without early intervention, these symptoms can evolve into a number of chronic disorders that negatively impact quality of life.
Externalization symptoms typically manifest in outwardly aggressive behaviors like physical and verbal violence, destruction of property, self-harm or self-destructive behaviors, tantrums, and antisocial tendencies. These symptoms are particularly disconcerting given the nature of the acts and the potential trajectories for the child experiencing the symptoms. There is a full spectrum of disorders that can manifest as a result of trauma inflicted by witnessing acts of violence in one's community (Guerra, Huesmann, & Spindler, 2003) . Of those diagnosed in childhood, research has shown that conduct disorder, social anxiety disorder, post-traumatic stress disorder (Yoon, Steigerwald, Holmes, & Perzynski, 2016) , oppositional defiant disorder, intermittent explosive disorder, and disruptive mood dysregulation have a potential link to witnessing violence.
Conduct Disorder is defined by the Diagnostic and Statistical Manual of Mental Disorders (5 th edition) as an ongoing pattern of behaviors that mirror an overall disregard for the basic rights of others, a disregard for socially normative behaviors, and developmentally inappropriate behaviors. Conduct disorder symptoms often manifest as aggression towards people and animals, destruction of property, lying and stealing, and serious rule violations without remorse, empathy, or performance consideration. This particular disorder has overlap with the oppositional defiant disorder and intermittent explosive disorder (pp. 469-475) . Oppositional Defiant Disorder is comprised of angry and overall defiant behaviors that typically include short temper, resentfulness including blaming others for one's mistakes, a tendency to argue with authority and/or actively defies authority, and intentionally annoying others. This can be seen in children as young as five years old (American Psychiatric Association, 2013: pp. 462-465) . Intermittent Explosive Disorder can be seen in children as young as six and as old as eighteen years of age and is typically characterized by verbal and physical aggression that is out of proportion with the trigger situation, and aggression outburst appears to be impulsive instead of premeditated the aggression. To qualify as intermittent explosive disorder, the severity and unpredictability of the tantrum behaviors must result in significantly diminished quality of interpersonal relationships and overall life functioning (American Psychiatric Association, 2013: pp. 466-467) . Disruptive Mood Dysregulation and Intermittent Explosive Disorder share a significant overlap in symptomology, as well. Disruptive Mood Dysregulation is described by the Diagnostic and Statistical Manual of Mental Disorders (fifth edition) as severe recurrent temper outbursts manifested verbally, and/or behaviorally with physically aggressive acts toward people and property. The outbursts tend to be out of proportion to the situation that triggered them, occur three to four times per week, and the overall mood of the child between outbursts is irritable. Like intermittent explosive disorder, the diagnosis can be made in children as young as six, and as old as eighteen years of age. The DSM acknowledges that the majority of children that receive mental health treatment in the United States will receive of Disruptive Mood Dysregulation which suggests that the prevalence is very high (American Psychiatric Association, 2013: p. 156). Social Anxiety Disorder shares some overlap with the aforementioned disorders, but with the addition of internalization symptoms. For example, a child with this disorder may throw tantrums when attempting to avoid social situations, however, the diagnosis is comprised of mostly divergent symptoms. In children, we see an aversion to social contact with both peers and adults that can manifest as crying and/or visibly fearful responses like shaking and sweating. In children, refusing to attend school is commonly seen with this disorder and children report a fear of being judged negatively by teachers and faculty (American Psychiatric Association, 2013: pp. 202-207) . Lastly, we see Posttraumatic stress disorder which can manifest in any number of ways in children, and has significant overlap in diagnostic criteria with all aforementioned disorders. Posttraumatic stress disorder (PTSD) can be diagnosed in children as young as six in children who have experienced, witnessed, or learned of a direct threat to life or serious injury. The degree to which a child might display symptoms of PTSD will largely be dependent on the severity of the trauma event as well as the number of exposures to traumatic stimuli. Symptoms of PTSD can include, but are not limited to: intruding thoughts and memories associated with the traumatic event itself, nightmares, flashbacks, somatic responses when in the presences of trauma-related stimuli, avoidant behaviors (especially of trauma-related stimuli), and an overall negative mood, affect, and thought content (American Psychiatric Association, 2013: pp. 271-280).
Effects of Witnessing Community Violence
Research regarding community violence has shown that children often begin 
Empirical Findings
Research has demonstrated that there are several moderating factors for the effects of witnessing community violence for children. These moderators include severity and duration of incidence, age, gender, ethnicity, and the mother's parenting style and stress level, social support, and the characteristics of the child (Kaynak, Lepore, & Kliewer, 2011) . Also, it has been shown that if the parents are aggressive, the home environment is harsh, or the punishments are authoritarian, the child is more likely to externalize symptoms. Based on these findings, a number of nationally known interventions for community violence have taken place to intervene on behalf of children at the community level. For example,
The Child Witness to Violence Project that is based out of Boston City Hospital began in 1992 and now serves over 150 children via counseling, outreach, and advocacy who have been exposed to violence and trauma events (Children Witness to Violence Project, 1992). Similarly, the Violence Intervention Program created in New Orleans in 1993 sought to put an end to negative interactions between children suffering from the effects of witnessing community violence and local police officers. New Orleans wards have some of the highest levels of violence in the country and so children in these areas have high levels of exposure to trauma inducing stimuli. The community banded together to create an education and training curriculum for police officers as well as a 24-hour hotline for advisory and consultation. These tools were created to assist officers in interacting and bonding with children who have been exposed to violence. The program helped to increase awareness of symptomology associated with the trauma of witnessing community violence (Osofsky, 1999) . This particular intervention is crucial given the potentially aggressive nature of externalization symptoms, and the increased likelihood that police will be involved with afflicted children.
Officers should be trained in recognizing trauma victims and how to respond to the appropriately without escalating the situation to worsen the trauma's effect 
Limitations
It is hard to identify true environmental effects given the nature of genetic and environmental interplay that can be seen when testing environment effects. This segregating genes, so in experimentation, differences seen in behaviors between the siblings would be directly attributed to the environmental risk factor.
Another useful design is adoptee studies in which the design aims to separate genetic-environmental risk mediation via the examination of within-subject change following adoption.
In claiming something as a risk factor for something else, in this case witnessing community violence as a risk factor for internalization and externalization of symptoms, it is difficult to demonstrate the mechanism of the risk factor; however, it is important that researchers examine this pathway. As mentioned before, community violence is prevalent in marginalized areas which put children at risk for disordered development. However, there is a host of risk factors associated with marginalization that are equally likely to produce disordered development in children. A study that was done by Nebbitt, Lombe, Lavelle-McKay, and Sinha (2014) , examined the correlation between environmental factors associated with low economic status (i.e. risk factor of public housing), depressive symptoms, and academic performance in a sample of 220 black male students.
The researchers found that delinquent behaviors in depressed, anxious, and impoverished youth were negatively correlated with academic performance. This means that as behaviors improved following the research intervention, academic performance improved. This finding is important because while children are school-aged, their self-efficacy can be largely connected to their academic performance and this self-efficacy is difficult to achieve and maintain when the child is disadvantaged. Although the researchers found similar symptomology in the sample of children, community violence was not considered as a contributory factor.
In the work published by Jonson-Reid, Davis, Saunders, Williams, and Williams (2005) , academic self-efficacy, opposed to self-esteem, was found to be more critical to school success when dealing with Black children. This finding is important because there are so many intervention programs that are focused on self-esteem building which usually take away from the child's time spent doing school work. An example of this can be seen in extracurricular activities like sports and clubs. Children who are struggling academically may feel inclined to gravitate to extracurricular activities to buoy self-esteem, but this will only widen the gap of education performance and further damage academic self-efficacy (Kent Butler, Shillingford, & Alexander-Snow, 2011) . In this study, witnessing community violence had the potential to dramatically affect the children's academic performance; however, the intervention did not address the effect and yet was able to yield an effect.
In the case of community violence exposure, poor academic performance would be considered distal sequelae. A more medial effect of community violence exposure status might be something like family stress level. A possible proximal implication of community violence exposure would be the increased rates of developing negative health outcomes like hypertension and depression.
The relationship between community violence exposure and any number of associated negative outcomes is not causal because of multiple interactions, however, it is possible for clinicians to intervene with mediating and moderating interventions that affect the developmental trajectory of the child by decreasing the impact of known negative correlates. It is important to note that the malleability of each negative correlate requires further study to understand whether an intervention would make a difference, and if so, what the magnitude of that difference would have on the child's life. Understanding malleability and magnitude are important in determining the monetary and time costs associated with an intervention so that the intervention is appropriate for the child and their family.
